b) If the lower part of the corpus does not form part of the lower segment there would not seem to be any purpose in its being covered by loose peritoneum. Wherever in the pelvis an organ is covered by loose peritoneum, that is wherever the peritoneum is separated from the muscle by loose connective tissue, the purpose seems to be to allow for the rapid distension of that organ, e.g. the bladder and the rectum.
Nuffield Department of Obstetrics and Gynacology, University of Oxford MY interest in this subject was stimulated by a case of acute salpingitis occurring at the 4th month of pregnancy. Now, on page 458 (6th Edition) of "Ante-natal and Post-natal Care" (Browne, 1946) , it is stated that salpingitis does not occur during pregnancy. These are the facts of the case: Case history.-Mrs. G. P., aged 32, para 4, was admitted to the Radcliffe Infirmary on August 14, 1948, complaining of severe abdominal pain of three hours' duration. When out shopping she had suddenly developed sharp pain in the right side. The pain had spread out over the lower abdomen about one hour after its onset and was aggravated by movement. The patient had felt sick but had not vomited. Menstruation had been regular till April 14, 1948, since when there had been amenorrhcea. The only other significant point in the history was that, at the age of 20, there had been a history of "inflammation of the left ovary".
The woman was obese, looked distressed and in pain. Temperature was 98 -80 F. and pulse-rate 108. There was marked tenderness and rigidity over the lower abdomen, particularly in the right iliac fossa. The enlarged uterus was palpated with difficulty and thought to correspond in size to the duration of amenorrhcea. There was no " shoulder-tip" pain. Vaginal examination revealed a closed cervix with no evidence of bleeding. Tenderness was elicited in the right lateral and posterior fomices. The urine showed no abnormal constituent. A diagnosis of acute appendicitis complicating pregnancy was made and immediate operation decided upon. At operation frank pus was found free in the peritoneal cavity. The uterus was enlarged to the size of a sixteen weeks' pregnancy. The appendix was normal. No Meckel's diverticulum was found. The left tube showed old-standing hydrosalpinx and was buried with the ovary in the broad ligament. The right tube was deeply congested and pus dripped from its fimbrial end. This pus gave a pure growth of B. coli. Sulphamezathine and penicillin were started post-operatively. Ten hours later the patient aborted, the products of conception being passed intact. Convalescence was entirely satisfactory.
DIscussIoN
Cases have been recorded by Fruhinsholz, Hamant and Mosinger (1929) , Devraigne and Ravina (1937) , Bidoire (1939) , Brindeau (1939) , and Metzger (1939) . Their cases occurred about the second month of pregnancy, sometimes earlier, and were almost invariably diagnosed as ectopic pregnancy or acute appendicitis. Many had, in addition, chronic salpingo-oophoritis, and B. coli and staphylococci were obtained. Bidoire mentions that there was no great rise of temperature in his case. DeLee (1938) states, "Sometimes a pus tube forms after conception has occurred, the woman having been infected and impregnated at the same time." I have been unable to find a record of any case where gonococci were found on culture.
To ascertain if there was also intra-uterine infection I had sections made of the membranes of the ovum passed. This clearly shows focal infiltration by inflammatory cells (Fig. 1 ). it is not uncommon to find evidence of inflammation of the membranes, particularly in cases where the feetus is macerated. In this case the foetus was quite fresh. A pathologist will be more likely to see cases of incomplete abortion where infection is present than cases of abortion where the ovum has been expelled intact.
It is only possible to speculate as to the route of infection. Was there flare-up, due to the pregnancy, of an old focus? In favour of this was the presence of adnexal disease on the left side. The history of left "ovarian inflammation" at the age of 20 indicated some pathological condition before two of the pregnancies; why, then, had infection not flared up during the succeeding pregnancies and before this pregnancy? At the fourth month of pregnancy any space in the uterus between membranes and uterine wall must be merely potential and likely to exclude direct spread from outside. Yet the membranes showed inflammatory cells. Was this spread from the salpingitis? The possibility of criminal intervention was entertained but was denied. There remain the channels of lymph or blood vascular spread.
Mild salpingitis may account for some cases of pain in the early weeks of pregnancy for which no adequate explanation is ever forthcoming. This would suggest that the condition is commoner than is supposed. But any pre-existing salpingitis must not be of such a degree as to prevent the passage of the fertilized ovum into the uterus.
This woman could not have been expected to make the good recovery she did had her illness occurred in the years before chemotherapy. I saw her again a fortnight ago and she was 5 months pregnant, a tribute to the almost complete resolution in her previously inflamed tube. On this occasion she has had a nagging lower abdominal pain worst at the 3rd month, but never incapacitating. Browne (1946) and also Blakeley (1933) assert that 80 85 0 of women complain of definite abdominal pain at some time during pregnancy. Excluding the signs of an intra-abdominal catastrophe, the pain is dismissed as being due to pulling on the round ligaments, previous obstetric trauma, orthopedic strain, &c. It is said that the mortality of acute appendicitis in pregnancy is due to delay. Better to be alive with an abdominal scar than dead without one.
Angular pregnancy as distinct from interstitial pregnancy: I find quite often when examining a patient early in pregnancy that one lateral half of the uterus is thicker, or more evident, than the other (Piska6ek's sign): The woman often has quite severe unilateral pain-right-sided-and even threatened miscarriage. Indeed, she may miscarry and then the diagnosis is not in doubt whereas previously there may have been worry about the presence of ectopic pregnancy, twisted cyst or fibroid and pregnancy. I believe this condition of angular nidation to be quite common. Munro Kerr (1949) and Fahmy (1944) have stressed it and drawn attention to the difficulty in such cases of manual removal of the placenta in the third stage of labour. Some degree of angular implantation might well be the determining factor in the Duncan method of delivery of the placenta, as opposed to the Schultze mechanism when the placenta is in the fundus. It would be a question of degree of angular implantation as to whether the placenta slides out or whether part gets nipped in a cornual contraction ring-the latter state being quite a common finding at manual removal in Flying Squad cases (Joyce and Lennon, 1948) .
Does stretching of scar tissue cause abdominal pain? Recently I had a woman at the 33rd week of her first pregnancy, who complained of sudden severe abdominal pain localized to the umbilicus and around it. This case was further complicated by the fact that her retroverted uterus had been perforated by a uterine sound a few years before during dilatation for dysmenorrhoea. She stated that the pain felt as though something was tearing. There was no toxaemia and no suggestion of accidental haemorrhage. The severity of the pain and the marked tenderness caused me to perform laparotomy. The exploration was entirely negative. But the pain was better next morning, despite the abdominal incision. If coughing can precipitate hTmatoma of the rectus abdominis muscle, and even fracture of a rib during pregnancy, is it too much to suppose that the fibrous tissue of the umbilicus may be torn by effort in the later months when it is already stretched?
Lastly, I would consider constipation as a cause of severe abdominal pain in pregnancy. A few weeks ago I saw a woman about 5 months pregnant who complained of severe, colicky lower abdominal pain. There was a history of constipation, and certainly there were "rocks" in the colon. Temperature was 101°F. The urine was clear. Her pulse rose to 100, and results to enemata were unsatisfactory. I refrained from chemotherapy. Perhaps the fact that her appendix had been removed eighteen years before saved her from laparotomy! Eventually with movement of the bowel the condition cleared up quickly. She has since remained well.
Those who are interested in the wider aspect of abdominal pain in pregnancy will find the greatest help from a perusal of the Honyman Gillespie Lecture of 1944 by E. Chalmers Fahmy, and as a basis for discussion I reproduce the causes as divided by him into three trimesters: 
